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Summary

Guided Self-Help (GSH) internet-based Cognitive Behavioural Therapy (i-CBT) is an
effective treatment for people with PTSD, recommended in treatment guidelines.
Less is known about the acceptability of this relatively novel approach to PTSD
treatment. There is some resistance towards the adoption of i-CBT, with some

concerns about establishing therapeutic alliance.

There is a drive towards improving access to psychological therapies, not least given
the need for ‘pandemic-proof’ remote therapies. It may be timely to implement i-
CBT approaches at scale within the NHS. Knowledge of the acceptability of GSH i-
CBT for PTSD is required, alongside efficacy, for implementation and treatment

decision making.

A systematic review of the acceptability of i-CBT for PTSD was conducted. A
Randomised Controlled Trial (RCT) compared the acceptability of GSH i-CBT with
face-to-face Trauma-Focused CBT (TF-CBT), for adults with mild to moderate PTSD.
Interviews were conducted with participants and therapists, and NHS
commissioners and managers. GSH was found to be acceptable, comparable to
face-to-face TF-CBT, across various facets of acceptability, including measures of
adherence, satisfaction, therapeutic alliance, and qualitative interviews. RCT
participant and therapist interviewees corroborated ratings and highlighted the
importance of adapting GSH i-CBT to suit an individual’s needs and preferences.
Interviews with NHS commissioners and managers revealed an openness to
internet-based approaches and recommendations were offered to address

implementation challenges.

Further research is required, including examining the potential for GSH i-CBT for
people with severe PTSD, and more complex presentations. Improved, robust
methodology and dissemination of the multi-faceted construct of acceptability is
needed. Shared decision making will help ensure GSH i-CBT is a treatment of
choice, and encouragingly GSH i-CBT offers potential to be adaptable to meet the
needs and preferences of different people. Practice-based evidence is required to
continuously monitor the acceptability of GSH i-CBT for PTSD as it is delivered in

routine care.
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1. Chapter One: An Introduction to Post-Traumatic Stress
Disorder (PTSD)

1.1 Psychotraumatology: an historical perspective
The term trauma originates from the Greek word ‘tpavua’ or “Tpavuatilw’,

meaning “to wound” (Trauma, 2021). The use of the term trauma has diverged,
and these days is as likely to be used with respect to psychological wounds as with
physical wounds, including the impact realised by people with post-traumatic stress

disorder (PTSD)™.

Psychotraumatology is the study of the psychological impact of trauma, and for
hundreds of years conditions presenting in individuals exposed to trauma have
been described, and a great variety of names ascribed. Such ‘ilinesses’ presenting
in individuals, where symptoms ranged from nightmares to uncontrollable
twitching, have been noted in the literature, across both military and civilian
accounts, with recognisable names such as ’‘neurosis’, ‘psychoneurosis’, ’shell
shock’, ’‘railway spine’, 'nervous shock’, ’hysteria’, ‘rape trauma syndrome’,

’soldier’s heart’, and 'post-Vietnam syndrome’.

1.1.1 The Great Fire of London, 1666
One of the best-known historical accounts of psychological response to trauma was

provided by Samuel Pepys, administrator of the navy of England and Member of
Parliament. Having lived through the Great Fire of London in 1666, Pepys’s sleep
was affected by thoughts and dreams of fire and falling houses. His diary entry of

15 September stated:

“terrified in the nights nowadays, with dreams of fire and
falling down of houses” (Daly, 1983) (p.66).

Yindividuals with PTSD, or people suffering with PTSD, will be termed ‘people with PTSD’
throughout the thesis, informed by lived-experience perspectives of the Cardiff University
Traumatic Stress Research Group, ‘PTSD Public Advisory Group’.
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Six months after the Great Fire, Pepys diary accounted “/ did within these six days
see smoke still remaining of the late fire in the City”, perhaps resembling what we

now know as ‘re-experiencing’ symptoms (p.66).

1.1.2 Nineteenth century: ‘railway shaking’, and ‘railway spine’
Another well-known historical account of a psychological response to trauma is

described by Trimble (1985). English writer and social critic, Charles Dickens, had
been a passenger on a train involved in a railway accident, at Staplehurst, Kent, on
9" June 1865. In a letter to a friend, Dickens wrote of distress being trapped for
several hours surrounded by dead and dying passengers. Trimble reported
Dickens's writings, years later, of being "not quite right within”, and believing it to

be “an effect of the railway shaking” (p.7).

The emotional response to railway trauma, or ‘railway spine’ as it was commonly
termed, was the subject of a book published by Page, a surgeon to the London and
North West Railway, in 1885, entitled 'injuries of the spine and spinal cord
without apparent mechanical lesion’' (Trimble, 1985). Page’s view of a
psychological response to trauma was in contrast with the general view across
medicine at that time, with most physicians believing trauma response to be due
to organic damage to the nervous system (Ray, 2008). Page had rejected the
phrases ‘concussion of the spine’, and ‘railway spine’, being unable to find any
evidence that ‘railway spine’ in the majority of cases, was associated with organic
disease, reporting symptoms to be essentially psychological in origin, contributed

by fright, alarm and fear.

1.1.3 Early-twentieth century: ‘shell shock’
The term ‘shell shock’ was used by many to describe problems seen in soldiers sent

home and returning home from the traumas of the First World War. Macleod
(2004) referred to accounts of the aftermath of the Battle of the Somme, which
took place in July 1916, and the psychiatric casualties, with 40% being ‘shell
shocked’. Famously, Myers, a Royal Army Medical Corps doctor authored a
publication in The Lancet (Myers, 1915), relating to ‘shell shock’ in the First World
War. It was argued whether soldiers suffering from the stressors of combat war
were ‘moral invalids’, or if indeed such problems could occur for any man subject

to the horrors of war.



A re-examination of ‘shell shock’ case records was recently undertaken (Linden and
Jones, 2014), revisiting 462 case referrals made to the National Hospital for the
Paralysed and Epileptic, during the First World War. The Hospital, in Queen Square,
London, played a significant part at that time in the understanding and treatment
of ‘shell shock’. The authors reported on the records of diverse symptoms of
traumatised soldiers, including involuntary movements, speech disturbances, and
commonly found psychological symptoms of irritability, difficulty sleeping and
increased sensitivity to noise. Interestingly, they found little agreement by the
doctors treating patients at the time, on the fundamental nature, or organic

pathology of the disorder, which was commonly categorised as ‘hysteria’.

There was a growing acknowledgement for the psychological origin of post-
traumatic symptoms, dating back to 1885 in the case of ‘railway spine’, if not
earlier. Nonetheless, the view that post-traumatic symptoms could be due to
anything, but a physical health phenomenon, persisted. Several physicians who
were presented with First World War battle casualties, without externally inflicted
injuries, hypothesised the cause to be the ‘wind of a ball’, the ‘ball’ concerned being
a cannon ball. In a paper which aimed to confront the issue of the ‘mind-body
dichotomy’ in medical theory (McMahon, 1975), some of the hypotheses put

forward were quoted, including:

“substances... such as grass, shrubs, mud ... canvas, rope-yarns,
part of the bedding, etc., which, when carried along with the
velocity of the ball, or even driven but a short way with the
force, are to do considerable injury and, ... may not produce
external mark of injury” (McMahon, 1975) (p.125).

1.1.4 Mid-twentieth century
Terms ascribed to ‘illnesses’, argued in the literature to be resembling post-

traumatic stress symptoms, continued to evolve and expand in the mid-twentieth
century. During the Second World War, 1939 to 1945, terms included ‘battle
fatigue’, and ‘combat exhaustion’. In 1952, coinciding with the Korean War, a
unique syndrome, ‘Stress Response Syndrome’, was included in the first edition of
the Diagnostic and Statistical Manual of Mental Disorders (DSMI) (APA, 1952). The
realisation that some reactions could occur in people at times of extreme emotional

and physical stress was formally acknowledged by this inclusion.



‘Post-Vietnam syndrome’ was a term in use following the Vietnam war years of
1955 to 1975, (Trimble, 1985), and the term ‘Rape Trauma Syndrome’ was another
term in use in the 1970s, with therapists Burgess and Holstrom acknowledging the

nightmares and flashbacks resembling the traumatic neuroses of war (Ray, 2008).

1.1.5 Late-Twentieth century
By the latter part of the twentieth century, there existed a range of accounts of

variable symptoms occurring in people exposed to trauma, and as noted a move
over time towards a psychological presentation of symptoms. The accuracy of
these accounts was questionable, with limited medical records and most accounts
being historical and anecdotal in nature. There was a clear need, and clinical
demand, across many generations, for the formal acknowledgement of a set of
symptoms presenting in individuals exposed to traumatic event(s). By the turn of
the century PTSD was formally acknowledged as a disorder occurring following a
stressful event, within the two major classification systems: the DSM; and the

International Classification of Diseases (ICD).

1.1.5.1 DSM PTSD classification
Published by the American Psychiatric Association (APA), for mental health

professionals, the DSM is a comprehensive classification of officially recognised
mental disorders. In 1980 authors of the DSM, third edition (DSM-III) (APA, 1980),
included for the first time, formal acknowledgement of a set of symptoms
presenting in people exposed to traumatic stress: PTSD. This first formal
conceptualisation of PTSD viewed the trauma agent as a traumatic ‘event’ that
occurred outside of the individual and was a formal requirement for a diagnosis of
PTSD. The traumatic event became known as Criterion A and was defined then as a
horrific event that is beyond the scope of the normal human experience. Figure 1
presents Criterion A and the additional criteria: at least one symptom of re-
experiencing of the trauma; at least one symptom of numbing of responsiveness
to, or reduced involvement with the external world; at least two of a range of other
symptoms that were not present before the trauma, for example sleep disturbance

and guilt.



DSM-111

A Existence of a recognisable stressor that would evoke significant symptoms of distress in almost everyone.

B Re-experiencing of the trauma as evidenced by at least one of the following:
(1) Recurrent and intrusive recollections of the event

(2) Recurrent dreams of the event

(3) Sudden acting or feeling as if the event were recurring, because of an association with an
environmental or ideational stimulus

C Numbing of responsiveness to, or reduced involvement with, the external world, beginning some time after
the trauma, as shown by at least one of the following:
(1) Markedly diminished interest in one or more significant activities
(2) Feeling of detachment or estrangement from others

(3) Constricted affect

D At least two of the following symptoms that were not present before the trauma:
(1) Hyperalertness or exaggerated startle response

(2) Sleep disturbance

(3) Guilt about surviving while other have not. or about behaviour required for survival
(4) Memory impairment or trouble concentrating

(5) Avoidance of activities that arouse recollection of the traumatic event

(6) Intensification of symptoms by exposure to events that symbolize or resemble the traumatic event

APA (1980)
Figure 1: Diagnostic and Statistical Manual of Mental Disorders, Third edition (DSM 1ll) Post Traumatic Stress Disorder (PTSD) Criteria.



Revisions to the DSM-IIl were made in 1987 (APA, 1987), including re-classification
of symptoms in to three new groups: re-experiencing of the traumatic event
through phenomena such as dreams; avoidance and numbing, characterised by
avoidance of trauma reminders, and numbing of emotions; and increased arousal
symptoms, such as difficulty sleeping and concentrating. Diagnosis was possible
when the stressor, Criterion A, was met along with a specific number of symptoms

in each of the clusters.

DSM-IV (APA, 1994), and its text revision, DSM-IV TR (APA, 2000), included further
modifications to the criteria for PTSD diagnosis, and full DSM-IV TR Criteria are
included in Table 1. Importantly, the Criterion A definition was tightened,
recognising the problematic definition within DSM-III. Defining the trauma as an
event ‘outside the normal range of events’, as per DSM-IIl's definition, was
cumbersome. As outlined by Spritzer et al., (2007), the fact that it did not specify
adequately the classes of stressors was problematic given that several stressors,
besides traumatic ones, but ‘outside the normal range of events’, may cause
distress for almost everyone. Criterion A therefore required an individual to have
experienced, witnessed, or be confronted with an event that involved actual or
threatened death or serious injury, or a threat to the physical integrity of the person
or others. This revision allowed for diagnosis not only for direct victims themselves
but also others who might be affected, and for diagnosis where no threat to life had
occurred but physical integrity to self or others was compromised. This version also

required a fear, horror, or helplessness response to the event to reach Criterion A.

DSM-IV recognised the long-term psychological responses of some individuals
exposed to prolonged trauma, including childhood physical and sexual abuse, and
prolonged periods of captivity, and included a set of symptoms frequently
presenting in some people with PTSD, for ‘disorders of extreme stress not

otherwise specified’ (DESNOS) (Herman, 1992).

PTSD treatment guidelines are discussed later in this chapter, and it is important to
note that it is the DSM-IV PTSD criteria that predominantly informs current
treatment guidelines, with research findings contributing to the evidence base

being based, in most cases, on DSM-IIR and DSM-IV criteria.



1.1.5.2 ICD PTSD classification

Maintained by the World Health Organisation (WHO), the ICD is a healthcare

classification system, a global health information standard. PTSD first appeared in

the ICD, in 1992, in its 10'" edition (ICD-10) (WHO, 1992). It was included within its

category ‘Reaction to Severe Stress, and Adjustment Disorders’, as a disorder that

arises following exposure to a stressful event or situation of exceptionally

threatening or catastrophic nature. The full ICD-10 PTSD Criteria are listed in Table

1.

Diagnostic and Statistical Manual of
Mental Disorders, 4" edition text
revision (DSM-IV TR), Post-Traumatic
Stress Disorder (PTSD) criteria

International  Classification of

Diseases, 10% edition (ICD-10),
Post-Traumatic Stress Disorder
(PTSD) criteria

Trauma exposure and emotional reaction
to stressor (required)

Trauma exposure (required)

Re-experiencing (one or more required):

1) Recurrent
recollections of event

2) Recurrent distressing dreams of
event

3) Flashbacks

4) Psychological distress to trauma-
associated reminders

5) Physiological reactivity to
trauma-associated reminders

distressing

Persistent remembering or reliving
of trauma (one or more required):

1) Flashbacks

2) Vivid memories or dreams

3) Experiencing distress when
reminded of trauma

Persistent  avoidance of trauma-
associated stimuli and numbing of
general responsiveness (three or more
required):

1) Avoidance of thoughts /feelings
2) Avoidance of places/ people/
situations

3) Inability to recall important
aspects of trauma

4) Markedly reduced interest in
activities

5) Feeling distant or cut-off from
others

6) Restricted range of affect
7) Sense of foreshortened future

Avoidance or preferred avoidance of
trauma-associated stimuli (required)




Diagnostic and Statistical Manual of | International Classification of
Mental Disorders, 4" edition text | Diseases, 10 edition (ICD-10),
revision (DSM-IV TR), Post-Traumatic | Post-Traumatic Stress Disorder
Stress Disorder (PTSD) criteria (PTSD) criteria

Persistent increased arousal (two or more | Inability to recall aspects of trauma

of the following): OR two of more of the following:
1) Sleep difficulty 1) Difficulty sleeping
2) lIrritability or aggression 2) Irritability
3) Difficulty with concentration 3) Problems with
4) Hypervigilance concentration
5) Exaggerated startle response 4) Hypervigilance
5) Exaggerated startle
response

Duration of disturbance of at least one | Onset of symptoms within 6 months
month (required) of trauma (required)

Distress and impairment associated
(required)

Table 1: Diagnostic and Statistical Manual of Mental Disorders, 4th edition text
revision (DSM-IV TR), and International Classification of Diseases, 10th edition
(ICD-10), Post-Traumatic Stress Disorder (PTSD) Criteria

1.2 PTSD in the present day: current classification

1.2.1 DSM-5
Following publication of DSM-IV in 1994 (APA, 1994), PTSD criteria were debated

by experts in the field, with individuals holding different opinions on trauma
definition, symptoms and grouping of symptoms, resulting in several proposals for
its amendment (McNally, 2009). Following an extensive review of the literature,
vigorous debates, and public and professional review (Pai et al., 2017), the fifth
revision of DSM was published, in 2013 (DSM-5) (APA, 2013). The changes were
substantial. DSM-5 reclassified PTSD from the anxiety disorders category to a new
‘Trauma and Stressor-related Disorders’ category. The subjective response to a
trauma of fear, horror or helplessness was removed from Criterion A, which both
limited the types of qualifying events that could lead to PTSD, and at the same time
carefully defined how the qualifying traumas needed to be experienced. In
response to research positing concerns about the three-factor structure of PTSD
symptomatology according to DSM-IV and DSM-IV TR, confirmatory factor analysis

was applied to test the fit of competing models, and based on this work, DSM-5



applied a fourth symptom cluster to PTSD (Yufik and Simms, 2010, Pai et al., 2017).
The fourth cluster was defined as “negative alterations in cognitions and mood
associated with the traumatic event(s), beginning or worsening after the traumatic
event(s) occurred” (APA, 2013) (p.271). It was developed by separating out the
avoidance criteria and expanding the numbing symptoms group, including the
introduction of the role of negative emotions such as guilt and shame. These
symptoms are associated with more complex presentations of PTSD, such as
distorted cognitions manifesting in self-blame, and feelings of detachment or
estrangement from others (Karatzias et al.,, 2016, Friedman, 2013). With this
reorganisation at least one avoidance symptom is required, which was not

previously the case, with DSM-IV (APA, 1994), and DSM-IV TR (APA, 2000).

DSM-5 PTSD Criteria requires the presence of symptoms for a duration of more
than one month, from each of the four symptom clusters: at least one intrusion
symptom; at least one avoidance symptom; at least two symptoms of negative
alterations in mood and cognition; and at least two hyperarousal symptoms.
Additionally, DSM-5 stipulates that to qualify, symptoms must begin (for Criteria B
and C), or worsen (for Criteria D and E), after the traumatic event. The DSM-5 PTSD

Criteria are shown in Table 2.

Dissociative PTSD subtype
DSM-5 (APA, 2013) included a new dissociative subtype of PTSD, where individuals

meet diagnostic criteria for PTSD as well as experiencing additional high levels of
depersonalisation or derealisation, and emotional detachment, where dissociative

symptoms are not related to another medical condition, nor to substance use.

Delayed expression PTSD subtype
Since the formal acknowledgement of the ‘delayed-onset’ PTSD subtype in DSM-III

(APA, 1980), it has remained a consistent DSM concept, though was replaced in
DSM-5 with ‘delayed expression’ and defined as “the full diagnostic criteria are not
met until at least 6 months after the event (although the onset and expression of

some symptoms may be immediate)” (APA, 2013) (p.272).



1.2.2 1CD-11
The eleventh edition of the ICD (WHO, 2018) classified PTSD according to a reduced

set of symptoms, acknowledging six qualifying symptoms: two re-experiencing
symptoms; two avoidance symptoms; and two threat symptoms. Factors setting
ICD-11 apart from ICD-10 included the requirement for impairment in at least one
area of functioning (impairment in social, occupational, or parenting/other
important activities), requirement for symptom duration of at least one month
(Maercker et al., 2013), and its acknowledgement of a delayed symptom onset of

more than six months (Andrews et al., 2007).

Importantly the publication of ICD-11 formally acknowledged complex PTSD
(CPTSD), a new sibling condition to PTSD. The full Criteria for ICD-11 PTSD and ICD-
11 CPTSD are shown in Table 2. Proposed as a new category of trauma related
disorders in 2013 (Maercker et al., 2013), the construct of CPTSD was drawn from
symptom presentations reflecting sustained, pervasive emotion regulation
disturbances, diminished sense of self, and difficulties maintaining relationships
(Cloitre et al., 2009, Morina and Ford, 2008), first articulated in 1992 (Herman,
1992). Complex presentations of PTSD are acknowledged in DSM-5 criteria, albeit
not allowing for a separate diagnosis. Contrastingly, ICD-11 allows for a diagnosis
of PTSD or a diagnosis of CPTSD, with the latter requiring the presence of complex
features, known as ‘disturbances in self-organisation’ (DSO) symptoms (Cloitre et
al., 2013), in addition to the core symptoms of PTSD. Support for this factor
structure is demonstrated in factor analytic studies and latent class analyses
demonstrating two overarching factors of PTSD symptoms and DSO symptoms,
with a class of people with high PTSD and high DSO symptoms, and another class
with high PTSD and low DSO symptoms (Karatzias et al., 2017, Shevlin et al., 2017).
Both PTSD and DSO symptoms have been found to be stable over time (Hyland et
al., 2020). In a study with 165 Danish psychiatric outpatients, albeit relying on self-
report measures, one quarter of patients with ICD-10 PTSD did not meet criteria for
ICD-11 PTSD, nor ICD-11 CPTSD, suggesting tighter clinical utility of ICD-11

diagnostic criteria (Mgller et al., 2020).
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DSM-5 PTSD criteria

ICD-11 PTSD criteria

ICD-11 CPTSD criteria

(All  ICD-11 PTSD
diagnostic
requirements
necessary plus
disturbances in self-
organisation)
Trauma exposure required Trauma exposure | Affective
required dysregulation (one of

two required):

1) Emotional
reactivity

2) Emotional
numbing

Intrusion (one or

required):

more

1) Involuntary distressing
memories

2) Distressing dreams

3) Flashbacks

4) Psychological distress
to trauma-reminders

5) Physiological reactions
to trauma-reminders

In the here and now
(one of two
required):

1) Upsetting
dreams
2) Flashbacks

Negative self-concept
(one of two required):

1) Feelings of
being a failure
2) Feelings  of
worthlessness

Avoidance of traumatic
reminders (one or more
required):

1) Avoidance of internal
trauma-associated

reminders, such as
thoughts/ memories/
feelings

2) Avoidance of external
trauma-associated

Avoidance of
traumatic reminders
(one of two
required):

1) Internal
reminders

2) External
reminders

Disturbances in
relationships (one of
two required):

1) Cut off from
other people

2) Hard to stay
close to
others

reminders, such as
people, places,
situations
Negative alterations in | Sense of Threat (one

cognition or mood (two or
more required):

1) Inability to recall key
features of the trauma

2) Strong negative
thoughts about self,
other people, or the
world

of two required):

1) Vigilance
2) Hyperarousal

11




3) Exaggerated blame of
self or others for the
cause of the trauma

4) Negative affect

5) Decreased interest in
usual activities

6) Detachment from
others

7) Difficulty experiencing
positive affect

Alterations in arousal and
activity (two or more required):

1) Irritability or
aggression

2) Risky or destructive
behaviour

3) Hypervigilance

4) Heightened startle
reaction

5) Difficulty concentrating

6) Difficulty sleeping

Functional impairment | Functional Functional
associated with symptoms | impairment impairment
required associated with | associated with

symptoms required symptoms required

Table 2: Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5)
Post-Traumatic Stress Disorder (PTSD) Criteria, and International Classification of
Diseases, 11th edition (ICD-11) Post-Traumatic Stress Disorder (PTSD) and Complex
Post-Trauma (CPTSD) Criteria.

1.2.3 Current classifications: clinical utility
A strong rationale is evident for the use of either of the current classification

systems of DSM-5 and ICD-11, when working in PTSD clinical and research contexts,
with the development of each based on robust empirical evidence. There are,
however, substantial differences between the current systems of DSM-5 and ICD-
11, and it is important to understand these differences, with respect to clinical

utility.

The parsimonious conceptualisation of ICD-11 PTSD, with its tightened focus on the
core PTSD symptoms, and distinction between basic and complex forms of the
disorder, is considered an attempt at addressing clinical utility, the usefulness of
diagnosis in leading to better intervention and health outcomes. ICD-11’s simplified
conceptualisation of PTSD is in contrast with DSM-5’s broader symptomatology,

which aims to capture the full phenomenology of PTSD. DSM-5’s broad criteria
12



consequentially allow for diagnosis of PTSD based on over half a million different
combinations of symptoms (Galatzer-Levy and Bryant, 2013), producing wide
heterogeneity in presentations (Maercker et al., 2013). In particular, the ICD-11
requires that re-experiencing be not just remembering the traumatic event
involuntarily, but that it is experienced as occurring in the here and now, whereas
more general intrusive memories can qualify as a DSM-5 symptom of re-
experiencing. Indeed, diagnostic rates under combined ICD-11 PTSD and CPTSD
have been demonstrated as significantly lower than those under DSM-5 (64.5% vs
76.1%, z=2.30, SE=.05, p=.01) (Hyland et al., 2017b). Furthermore, general intrusive
memories are found across several psychiatric disorders (Brewin et al., 2010),
therefore the tighter focus of ICD-11 on re-experiencing in the here and now may

be particularly helpful.

ICD-11 and DSM-5 both agree on the requirement for impairment in at least one
area of functioning, and each system uses the same functional impairment items.
However, the ICD-11 diagnosis is suggested to be the more sensitive of the two in
identifying individuals with clinically significant levels of disability (Shevlin et al.,
2018). Additionally, DSM-5 criteria allow for dissociation subtypes of PTSD, in
contrast with ICD-11 criteria, though can be identified with respect to emotional

deactivation, within the ICD-11 emotion dysregulation symptomatology.

Commonly used PTSD assessment tools that align with the DSM-5 framework
include the Clinician Administered PTSD Scale for DSM-5 (CAPS-5) (Weathers,
2013a), an interview considered the ‘gold standard’ for PTSD assessment with
strong psychometric properties (Weathers et al., 2018); and the PTSD Checklist for
DSM-5 (PCL-5), self-report measure (Weathers, 2013b). Tools aligning with ICD-11
diagnostic criteria for PTSD/CPTSD are the International Trauma Interview (ITI)
(Roberts, 2019, Bondjers et al., 2019) , and the International Trauma Questionnaire
(ITQ) (Cloitre et al., 2018), each with emerging evidence of strong psychometric
properties (Murphy et al., 2020, Bondjers et al., 2019) .

1.3 Epidemiology of PTSD

1.3.1 Prevalence
PTSD has been shown to be a common global mental health condition. Widely

cited, epidemiological data reported from the USA, using the 5,877-strong
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subsample of the National Comorbidity Survey (NCS) (Kessler et al., 1995),
estimated lifetime prevalence of PTSD to be 7.88%, with most people experiencing
at least one traumatic event in their lifetime. A replication of the study conducted
between 2001 and 2003, with 9,282 American adults, using DSM-IV criteria,
estimated the lifetime prevalence to be 6.8% (Kessler et al., 2005). Consistent
findings were reported in a more recent epidemiological survey in the USA (Pietrzak

et al., 2011), reporting a lifetime prevalence of PTSD of 6.4%.

Lifetime prevalence of PTSD has been examined using data from the WHO World
Mental Health (WMH) survey initiative. This is a project coordinating the
implementation and analysis of general population epidemiological surveys of
mental, substance use, and behavioural disorders in countries in all WHO regions.
Atwoli et al., utilised the surveys (2015) and reported findings that included the
following country prevalence rates: 1.3% in Japan (Kawakami et al., 2014); 2.2% in
Spain (Olaya et al., 2015); 2.3% in South Africa (Atwoli et al., 2013); and 8.8% in
Northern Ireland (Ferry et al., 2014).

Studies of the prevalence rates for PTSD/CPTSD according to the new ICD-11 criteria
are growing, and estimates exist. Within a nationally representative sample in
Israel, estimates are available for PTSD and CPTSD of 9.0% and 2.6% respectively
(Ben-Ezra et al., 2018). Cloitre and colleagues (2019) found prevalence rates of
3.4% for PTSD and 3.8% for CPTSD in a USA population-based study. With respect
to UK-based treatment-seeking samples, larger groups of people meet diagnostic
criteria for ICD-11 CPTSD, compared with ICD-11 PTSD (Karatzias et al., 2017,
Hyland et al., 2017b). In an overview of ICD-11 PTSD and CPTSD concept and
measurement, Karatzias et al.,, (2018a) included studies from the UK, USA,
Germany, and Lithuania and demonstrated lifetime prevalence of combined PTSD
and CPTSD of 7.3%, comparable with the NCS findings reported earlier, with 4%
PTSD and 3.3% CPTSD.

Caution must be exercised when considering PTSD prevalence reporting, across the
literature. For example, variable methodological approaches in the field mean that
it is difficult to compare prevalence findings, including diagnostic criteria and
assessment tools (Kessler et al., 2017). Emerging evidence suggests prevalence
rates are significantly lower when based on ICD-11 criteria for PTSD, when
compared with DSM-IV and DSM-5 PTSD criteria (Brewin et al., 2017, Hyland et al.,
2017b). Furthermore, there may be difficulty interpreting research conducted with

trauma-exposed populations, given that research commonly considers symptoms

14



to an ‘index’ trauma, rather than to an array of traumas that individuals are likely
to have experienced (Priebe et al., 2018), and methodological approaches to
overcome this conundrum remain contested. This might explain why Karam et al.,
(2014) reported considerably lower lifetime prevalence rates, compared to those
noted above by Atwoli et al., (2015). Karam et al’s findings were based on the index
or ‘worst’ trauma, and were 0.1% in Japan, 0.4% in Spain, 0.4% in South Africa, and
3.8% in Northern Ireland. Atwoli et al., took a more atypical approach of prevalence
based on a randomly selected trauma, rather than on the index trauma. This
approach was taken to avoid an overestimation of the probability of PTSD in a
community sample, previously demonstrated when using the index trauma method

(Breslau et al., 2004).

Variable estimates exist for trauma exposure during the lifetime, including 70.4%
across WHO WMH surveys in 24 countries (Kessler et al., 2017), between 37% and
92% in a US sample (Breslau et al., 1998), 54% in Spain (Olaya et al., 2015), and
73.8% in South Africa (Atwoli et al., 2013). Prevalence has been shown to double
in populations affected by conflict (Steel et al., 2009); indeed, risk of PTSD in terms
of traumatic event exposure is variable across countries, often due to political,
cultural, and historical factors. Refugees and asylum seekers are often exposed to
traumatic events during their escape or resettlement process (Lee et al., 2017).
Higher prevalence is apparent in high-risk professional groups, such as military
service members and first responders (Sareen et al., 2013, Wilson, 2015). Repeated
exposure to traumatic events in healthcare workers can lead to PTSD (Sage et al.,
2018). For example, a systematic review of studies conducted in the context of the
Severe Acute Respiratory Syndrome (SARS) 2003 and the Middle East Respiratory
Syndrome (MERS) 2012 outbreaks, and the ongoing Coronavirus Disease 2019
(COVID-19) pandemic, found healthcare workers to be at high risk of PTSD during
pandemics (Carmassi et al., 2020). Whilst the long-term health effects of working
as a healthcare worker during the COVID-19 pandemic are not yet known (Mehta
et al.,, 2021), high symptom levels of PTSD, anxiety and depression were
demonstrated in frontline UK healthcare workers during the first wave of the

pandemic (Greene et al., 2021).

PTSD risk varies depending on trauma type, for example intentional acts of
interpersonal violence, particularly sexual assault and combat have been shown to
be more likely to lead to PTSD than accidents and disasters (Kessler et al., 2017,

Kessler et al., 1995, Stein et al., 1997).
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Whilst the Criterion A requirement does not differ for a PTSD and CPTSD diagnosis,
there is evidence for an association between repeated interpersonal trauma,
including sexual and domestic violence, and childhood trauma and complex
presentations of PTSD (Hyland et al., 2021, Brewin et al., 2017, Powers et al., 2017,
Karatzias et al., 2017).

1.3.1.1 Demographics and pre-trauma factors
Numerous risk factors for PTSD are proposed in the literature. Widely cited meta-

analyses (Brewin et al., 2000), found evidence for pre-trauma PTSD risk factors
including: prior mental health disorder; family history of psychopathology;
childhood trauma; lower socio-demographic background; and female gender.
Brewin et al., also found, however, evidence for non-uniformity of risk factors
across studies, for example the effects of gender, age at trauma, and race, which
were shown to disappear in certain subsets of studies. Brewin’s work highlighted
the differing methodological approaches across studies and therefore the need for
caution when considering the PTSD risk factor literature. Similar caution is
expressed by Ozer et al., with respect to their meta-analyses of predictors of PTSD
(2003), yielding significant effect sizes for the pre-trauma characteristics of family
history and prior trauma. For example, the authors note that with respect to prior
trauma, they make an assumption in the analyses that all prior traumas are equal
in their effects, for example that a single exposure is not dissimilar to multiple

traumas.

Gender and PTSD
A higher prevalence of PTSD is reported in women than in men, with women having

a two- to three-times higher risk of developing PTSD (Stein et al., 1997, Pietrzak et
al., 2011, Ditlevsen and Elklit, 2012, Kessler et al., 1995, OIff, 2017), and CPTSD
(Hyland et al., 2017a). This is incongruent to the finding that there are gender
differences in trauma exposure, with female sex associated with reduced risk of
traumatic event exposure, overall (Carmassi et al., 2014, Ferry et al., 2014), though
may be explained by the finding that women disproportionately experience the
trauma types associated with higher PTSD risk. Kessler et al., (1995), found that
rates of PTSD vary according to trauma stressors, the traumas most commonly
associated with PTSD among women being rape and molestation, and among men

being combat exposure and witnessing someone being badly injured or killed.
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Consistent findings were reported in a more recent epidemiological survey in the
US, demonstrating a higher prevalence of PTSD in women, higher rates of sexual
abuse trauma among women with PTSD and substantially higher rates of military

combat trauma among men (Pietrzak et al., 2011).

1.3.1.2 Peri- and post-trauma factors
An individual’s subjective response to a trauma has been demonstrated to be

associated with PTSD. One example is peritraumatic dissociation, which is
understood as a subjective change in cognitive perception and functioning, feelings
of emotional numbness, reduced awareness of surroundings, and derealisation
around the time of the traumatic event (APA, 1994). In Ozer et al’s (2003) meta-
analyses of predictors of PTSD, peritraumatic dissociation was demonstrated as the
predictor with the largest effect size (weighted r=.35). More recently,
peritraumatic dissociation has been demonstrated to be a moderate risk factor for

PTSD (Breh and Seidler, 2007).

Cognitive processing style during an event, and negative appraisals of the event and
its sequalae have been demonstrated to be associated with PTSD in a prospective
study of individuals exposed to physical or sexual assault (Dunmore et al., 2001).
Similarly, cognitive styles, coping styles, and psychological traits have been
identified as pre-trauma predictors of PTSD (Wild et al., 2016a). An individual’s
locus of control, the extent to which an individual believes they can control events
that affect them, has also been suggested to be associated with PTSD. An internal
locus of control, where an individual believes they have control over their life, is
demonstrated as a protective factor of resilience against PTSD symptoms (Zhang et

al., 2014, Karstoft et al., 2015) .

Poor perceived social support is widely accepted as one of the most important risk
factors for the onset and maintenance of PTSD symptoms (Ozer et al., 2003, Brewin
et al., 2000, Holeva et al., 2001, Robinaugh et al., 2011, Ehlers and Clark, 2000).
Indeed, in support of this are theories that posit the hinderance of negative post-
trauma cognitions through greater social support (Ehlers and Clark, 2000). Brewin
et al’'s meta-analyses (2000) found a modest effect size for low social support
during/after trauma exposure as a risk factor, and that this peri-trauma risk factor,
along with others, such as trauma severity and additional life stresses, had a
somewhat stronger effect than pre-trauma factors such as demographics, a finding

also demonstrated in Ozer et al’s meta-analyses (2003).
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1.4 Comorbidity

PTSD commonly occurs with other conditions (Bisson et al., 2015). Comorbidity
presents a challenge for clinicians with respect to prioritising treatment options. A
further clinical challenge is that PTSD comorbid with other conditions has been
associated with poor PTSD symptom trajectories and poor health-related quality of
life (Li et al., 2018). Two commonly cited epidemiological studies, conducted in
Australia and the USA, demonstrated high levels of PTSD comorbidity, up to 88% in
men and 80% in women (Kessler et al., 1995, Creamer et al., 2001), with around
50% experiencing three or more comorbidities, and PTSD often found to be primary
to substance use and affective disorders and in half of cases to be primary to anxiety

disorders.

The relationship between PTSD and other conditions appears to be multifaceted
and there may be several underlying common factors that are implicated in the
relationship, for example overlapping symptoms such as negative affectivity, or
perhaps more genetic environmental vulnerabilities predisposing an individual to
various disorders (Lockwood and Forbes, 2014). Common comorbidities include
depression, panic disorder, borderline personality disorder, substance use

disorders, and chronic pain, which are now discussed.

1.4.1 PTSD and Depression
Research has demonstrated co-occurrence of major depressive disorder in around

a half of people diagnosed with PTSD (Rytwinski et al., 2013), though CPTSD has
been found to be more strongly associated with symptoms of depression than PTSD
(Hyland et al., 2018a). In a systematic review of factors associated with outcome
of psychological treatments for PTSD, Barawi et al., (2020) found smaller reductions
in PTSD symptom severity post-treatment for PTSD that was comorbid with

depression.

Negative cognitions, affect, and avoidant behaviours are common components in
both PTSD and depression (Horesh et al., 2017), and explanations for comorbidity
include possible symptom overlap, including dysphoria, for example loss of interest,
negative appraisals about the self and world (Lockwood and Forbes, 2014).
Researchers have also proposed the presence of a distinct trauma-related
phenotype, potentially a subtype of PTSD (Flory and Yehuda, 2015). Some have
argued that each disorder is independently a consequence of trauma (Horesh et al.,
2017). However, longitudinal work with war veterans has shown PTSD to predict
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depression, but not vice versa (Ginzburg et al., 2010), therefore, further work is
required to understand the development and maintenance of PTSD-depression

comorbidity.

1.4.2 PTSD and Panic Disorder (PD)
A lifetime prevalence of comorbid PTSD-PD has been estimated at around 11%

(Kessler et al., 1995). ‘Anxiety sensitivity’ is considered a contributory factor in each
disorder, with disorders sharing overlapping features including hypervigilance and
heightened perception of danger (Teng et al., 2013). Further research in this
comorbidity is required, however evidence to date suggests panic may develop

following the onset of PTSD, rather than panic preceding PTSD (Brown et al., 2001).

1.4.3 PTSD and Borderline Personality Disorder (BPD)
The literature points to overlaps between PTSD and BPD, with BPD found to be

particularly associated with childhood abuse and neglect (Cattane et al., 2017), and
recent evidence suggests a stronger association with CPTSD than with PTSD (Hyland

et al., 2018b).

Not surprisingly the dissociative subtype of PTSD has been found to be associated
with high levels of dissociative symptoms overall, and interestingly with other
psychopathology, for example borderline and schizophrenia spectrum disorders
(Blevins et al.,, 2014). Research suggests that the subtype is associated with
complex presentations, severity of PTSD symptoms, and comorbid psychiatric

disorders (Schiavone, 2018).

1.4.4 PTSD and Substance Use Disorder (SUD)
PTSD and SUD have been demonstrated as highly comorbid conditions (Pietrzak et

al.,, 2012). The self-medication explanation for this comorbidity, whereby an
individual uses alcohol or drugs to alleviate distressing PTSD symptoms, is
supported by research that shows that individuals consume more alcohol on days
on which they experience more PTSD symptoms (Dvorak et al.,, 2014).
Furthermore, research has demonstrated PTSD onset preceding the development
of SUD (Mills et al., 2006). That said, it is also proposed that people with SUD may
be at increased risk of trauma exposure, which may lead to PTSD (Testa and
Livingston, 2009), further contributing to the association between PTSD and SUD.
19



1.4.5 PTSD and chronic pain
The literature reports PTSD commonly co-occurring with chronic pain (Sharp and

Harvey, 2001, Sigveland et al., 2017), and with opioid use (Morasco et al., 2013).
Clinical and research practice indicate the two disorders may interact in a way that
could negatively impact the course and outcome of treatment of either (Otis et al.,
2003, Asmundson and Hadjistavropolous, 2006). Longitudinal research suggests
PTSD symptomatology and pain develop in parallel following an injuring traumatic
event, with simultaneous trajectories suggesting there may be shared factors
contributing to each (Beck and Clapp, 2011). Another associated factor is post-
trauma cognition. Negative cognitions regarding the self have been found to be
associated with pain, and to partially mediate the relationship between PTSD and
pain-related interference/disability in veterans seeking treatment for PTSD (Porter

et al., 2013).

Chronic pain syndrome has been traditionally considered to be within a cluster of
physical symptoms that cannot be fully medically explained, along with other
conditions such as irritable bowel syndrome, and chronic fatigue syndrome (Afari
et al., 2014). DSM-5 conceptualises medically unexplained symptoms (MUS), as
‘somatic symptom disorders’ (SDD) and requires the presence of distressing
physical health complaints in association with excessive concern or preoccupation
with somatic symptoms (Afari et al., 2014). Network analysis has found that PTSD
and somatisation symptoms form distinct clusters, with sleep difficulty playing a

potential role in bridging these domains (Astill Wright et al., 2021b).

1.5 PTSD burden

PTSD symptoms, and comorbidity aside, there are many additional negative
potential consequences of PTSD. These include a range of physical health
problems, impaired functioning, including social functioning, and maladaptive
coping mechanisms (Rauch et al., 2009, Roberts et al., 2016). Not to mention the
significant economic burden of PTSD on society. Research has found it to be the
highest of the anxiety disorders with respect to costs of hospitilisation, health visits
and work impairment (Greenberg et al., 1999). More recently this cost was
reported to be £172,756,062 in Northern Ireland, for reasons that include high rates

of unemployment due to symptomatology impacting job loss (Ferry et al., 2015).

Although research on death from suicide as an outcome of trauma is limited
(Gradus, 2017), it was considered in a study accessing the Danish national
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healthcare and social registries (Gradus et al., 2015). Sadly, it was found that
people with PTSD had 13-times the rate of suicide death than those without PTSD
(95% Cl=4.3, 42), following adjustment for depression, anxiety, and SUD. More
recently, CPTSD has been found to be more strongly associated with suicidality than

PTSD (Hyland et al., 2018b).

1.6 Aetiology of PTSD

Many people will be exposed to trauma at some point in their lives, yet only a small
proportion will develop PTSD, and for many people difficulties are sub-clinical, and
most will recover to pre-trauma levels of psychological functioning (Bonanno et al.,
2015, Giummarra et al., 2018). Indeed, research supporting this demonstrates
trajectories of the course of PTSD, including findings for a resilient class of people
presenting with few PTSD symptoms, as well as a recovery class of people
presenting with initial distress followed by gradual remission, amongst other
classes with higher PTSD levels (Bryant et al., 2015). Approximately one third of
people with PTSD at four to six weeks post-trauma exposure are found to remit
naturally by three months (Santiago et al., 2013). Other biopsychosocial factors, in
addition to trauma exposure, are at play in determining an individual’s likelihood

of being at risk, or being resilient to, the development of PTSD.

1.6.1 Biological theories
Most theories of PTSD are concerned with fear conditioning processes as a direct

result of an external event, and neural alterations in people with PTSD provide
evidence of this. Indeed, Hypothalamic-Pituitary-Adrenal (HPA) axis abnormalities
and hippocampal volume, have been proposed as biological markers of PTSD
(Radant et al., 2001). HPA activity is a normal reaction to stress, and overactivity
would naturally be expected in models of stress. PTSD has often associated with
lower levels of the stress hormone, cortisol (Yehuda et al., 1990, OIff et al., 2006),
and proposals have been made that lower cortisol levels in PTSD may result in
elevated ongoing activity of the HPA axis, resulting in over-consolidation of
traumatic memories (Bryant, 2019). There is, however, evidence also for decreased
HPA-axis activity in people with PTSD (Radant et al., 2001), and a possible
explanation for this is the potential impact of variables suggested to be
confounders in the effect of HPA functioning on the development and maintenance
of PTSD, including early life stress, gender, and glucocorticoid use (Dunlop and
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Wong, 2019). PTSD has been associated with reduced hippocampal volumes
(Schuff et al., 1997, Smith, 2005), though evidence is mixed for whether

hippocampal volume is a risk factor for, or consequence of, PTSD.

A review of the evidence of twin studies of PTSD concluded there is genetic
variation underlying individual differences in risk and resilience to PTSD (Duncan et
al., 2018a), with studies suggesting these genetic influences account for around one
third of the variance in risk of developing PTSD (Stein et al., 2002). Broekman et al.,
(2007), noted inconsistent findings across association studies investigating eight
major genotypes in connection with PTSD, including candidate genes in the
serotonin, dopamine, and glucocorticoid systems. They concluded the complex
aetiology of PTSD, where trauma exposure is a requirement, making specific gene
identification problematic. More recent research examining genetic influences on
the development of PTSD (Duncan et al., 2018b, Nievergelt et al., 2019), using
genome-wide case-control data, has found a polygenic risk profile for PTSD
overlapping with other psychiatric disorders, interestingly in particular with

schizophrenia.

1.6.2 Psychosocial theories
Many psychosocial theories have been proposed in the aetiology of PTSD,

predominantly focusing on conditioned reactions to trauma-related stimuli, and
the maintenance of these reactions through avoidant coping behaviours. Earlier
and more recent theories draw on classical conditioning, learning, and
psychodynamic theory. Classic cognitive theory is particularly influential in current
models, with attachment theory and factors of social support also bearing weight

(Bisson, 2009).

1.6.2.1 Conditioning theory
Classical conditioning? theori